Although numerous studies have considered the effects of having health insurance on access to health care, physical health, and mortality risk, the association between insurance coverage and mental health has been surprisingly understudied. Building on previous work, we use data collected from a two-year follow-up of low-income women living in Boston, Chicago, and San Antonio to estimate a series of latent fixed-effects regression models assessing the association between insurance status and symptoms of psychological distress. We find that having any insurance and private insurance is unrelated to depression, anxiety, and somatization. Having public insurance is unrelated to depression and somatization, but there is some evidence that having public insurance is associated with greater anxiety. Although not a direct test of the Affordable Care Act, our results suggest that the expansion of coverage may have a limited impact on symptoms of psychological distress among low-income urban women with children.
to health care, physical health, and mortality risk (Freeman et al. 2008; Hadley 2003; Levy and Meltzer 2008; McWilliams 2009) , the association between insurance coverage and mental health has been surprisingly understudied (Finkelstein et al., 2012; McWilliams 2009 ). For example, in one comprehensive review of the literature, McWilliams (2009:480) notes that ''no recent observational or quasi-experimental studies of the effects of uninsurance have focused primarily on mental health outcomes.'' In this paper, we ask the fundamental question: Does having health insurance protect against symptoms of psychological distress?
In the pages that follow, we review the most rigorous empirical studies of the association between insurance status and mental health. We also present a competing framework to explain (1) why insurance should protect against psychological distress and (2) why insurance should be unrelated to distress. We then employ longitudinal data collected from a sample of low-income urban women to formally assess the main effect association between insurance status and psychological distress.
THEORETICAL BACKGROUND

Previous Empirical Studies
Freeman and colleagues (2008) identify three general research designs that are capable of estimating the causal effect of insurance status on healthrelated outcomes. These designs involve the use of longitudinal cohorts, instrumental variables, and experiments. Limited to these designs, our review revealed eight studies of insurance coverage and mental health. Consistent with the general tendencies of the broader literature, the empirical evidence concerning the mental health consequences of insurance coverage can be characterized as limited and mixed.
While some studies using longitudinal cohorts and instrumental variables show that having some form of health insurance is associated with lower levels of depression (McWilliams et al. 2007a; Tian et al. 2012 ) and nonspecific psychological distress (Lave et al. 1998) , at least one longitudinal study suggests that health insurance is unrelated to psychological distress (Probst et al. 2008) . Although the seminal RAND Health Insurance Experiment shows that level of cost sharing for health care is unrelated to psychological well-being and psychological distress (Newhouse 1996) , the more recent Oregon Health Insurance Experiment suggests that random assignment to Medicaid can contribute to greater happiness and fewer symptoms of depression (Baicker et al. 2013; Finkelstein et al. 2012) . There is also some indirect (but compelling) evidence to suggest that state laws mandating mental health benefits (mental health parity legislation) are unrelated to adult suicide rates (Klick and Markowitz 2006) .
Why Insurance Should Protect against Psychological Distress
Although insurance coverage is thought to support physical health and longevity by increasing access to health care (McWilliams 2009 ), the exact mechanisms through which insurance might contribute to better mental health are currently undertheorized and untested. While the effects of insurance coverage on physical health and mortality risk are almost entirely indirect through access to health care, insurance could be directly and/or indirectly associated with lower levels of psychological distress.
The direct link between insurance status and mental health refers to the immediate psychological consequences of living with or without coverage. On the one hand, living without the security of any insurance could contribute to symptoms of psychological distress (e.g., feelings of fear and worry). On the other hand, living with insurance and knowing that one's family is covered in the event of illness could contribute to psychological well-being (e.g., feelings of happiness and tranquility). According to the Robert Wood Johnson Foundation's (2009) Health Care Consumer Confidence Index, nearly one in four (23.7 percent) Americans are worried that they will lose their health insurance coverage in the next 12 months, and nearly half of all Americans (46 percent) are worried that they would not be able to afford treatment if they or someone in their family became seriously ill. In one study of families of newly insured children, Lave and colleagues (1998) found that nearly three in four (73.5 percent) parents were ''worried, scared, and stressed out'' during the period in which their children lacked coverage. Over half (61 percent) of these same parents reported that the acquisition of coverage for their children ''led to peace of mind, reduced worry, and lowered stress.''
The indirect link between insurance status and mental health refers to downstream mechanisms, like access to mental health care and secondary stressors that stem from living without coverage (e.g., financial debt). The direct link between insurance and psychological distress is more or less imagined (e.g., people can fear the prospect of being uninsured). The indirect link between insurance and mental health is perhaps more important because it is material. As with outcomes related to physical health and mortality risk, lacking insurance coverage could undermine mental health by limiting access to mental health care (National Alliance on Mental Illness 2008; Strine et al. 2011 ). Wells and colleagues (2002) show that the uninsured are more likely to forgo needed mental health care than their publicly and privately insured counterparts. They also report that the uninsured exhibit lower rates of active treatment (given need) and lower levels of satisfaction with overall care, care for emotional or mental health problems, and care for substance abuse problems.
Along with limiting access to mental health care, lacking coverage could contribute to psychological distress by exposing individuals to new stressful conditions. The concept of stress proliferation is especially useful for explaining the mental health consequences of living without insurance. Stress proliferation occurs when stressful conditions contribute to the development of new or secondary conditions that are experienced as stressful (Pearlin et al. 2005) . For example, Ross and Mirowsky (2000:313) explain that ''if medical insurance proves to yield measurable health benefits, they may come mostly from the reduction of economic hardship.'' Indeed, several studies show that the uninsured are disproportionately exposed to a range of financial difficulties, including greater medical expenditures and medical debt and more financial strain within the family (Baicker et al. 2013; Finkelstein and McKnight 2008; Finkelstein et al. 2012; Institute of Medicine 2003; Kaiser Family Foundation 2014; Lave et al. 1998; McWilliams et al. 2007b; Ross and Mirowsky 2000; Schoen and DesRoches 2000) . Although state mental health parity legislation is seemingly unrelated to adult suicide rates, there is at least some evidence to suggest that such laws are effective in reducing financial strain (e.g., out-ofpocket spending) within families of children with mental health care needs (Barry and Busch 2007) . Because the 2008 Mental Health Parity and Addiction Equity Act (MHPAEA) and the 2010 Patient Protection and Affordable Care Act (ACA) extend benefits and coverage, they are also expected to support mental health by reducing financial stress and increasing access to care (Golberstein and Busch 2013; Mechanic 2011; Rowan, McAlpine, and Blewett 2013) .
When reviewing the ways in which insurance might protect against psychological distress, it is important to consider the unique effects of public and private insurance plans. Freeman and colleagues (2008:1024) note that ''variations in insurance plans-depth of coverage, cost sharing arrangements, and economic incentives-have the potential to affect utilization and/or outcomes.'' Because public and private plans tend to have different levels of coverage, previous studies often distinguish between these two broad classes of insurance (Kasper, Giovannini, and Hoffman 2000; Kaiser Family Foundation 2014; Ross and Mirowsky 2000; Sorlie et al. 1994; Wells et al. 2002; Young et al. 2001) . To the extent that private plans provide greater coverage than public plans, private insurance may be more likely than public insurance to promote mental health. Some research suggests that having private insurance is associated with more favorable health outcomes compared to having public insurance (Kasper, Giovannini, and Hoffman 2000; Wells et al. 2002) . Other studies actually show that having public insurance is associated with worse health outcomes compared with having private insurance or no insurance at all (Ross and Mirowsky 2000; Sorlie et al. 1994) . At this time, there is no established theoretical rationale to explain why public insurance might undermine health. Instead, this so-called ''Medicaid conundrum'' is often described as an artifact of health selection and/or model misspecification (Hadley 2003) . This seems reasonable given that the publicly insured are often older, poorer, and sicker than the privately insured.
Why Insurance Should Be Unrelated to Psychological Distress
The reasons for why insurance could be directly and/or indirectly associated with better mental health are intuitive and compelling. However, given the mixture of previous empirical studies, it is important to at least consider the possibility that insurance coverage could be unrelated to mental health. In fact, there are several reasons for why health insurance may be ineffective in protecting against psychological distress.
When mental health issues arise, having insurance could conceivably aid in recovery. However, this secondary role of insurance is largely contingent upon the effectiveness of the most common treatments. Although some cognitive behavioral approaches have been shown to improve mental health (Roy-Byrne et al. 2010) , psychoactive drugs are often (not always) ineffective and sometimes counterproductive (Glenmullen 2000; Liebert and Gavey 2009; Mechanic 2011; Mirowsky and Ross 2003; Weilburg et al. 2003) . As stated, the key theoretical link between insurance and health is health care (i.e., health insurance buys care, and care improves health). We do not challenge the idea that health insurance buys care, but we do challenge the idea that health care always improves health. According to this model, health insurance is effective in promoting health to the extent that the treatments insurance buys promote health. If psychoactive drugs are often (not always) ineffective in treating mental health, insurance may not protect against psychological distress through this increasingly widespread form of care. Theoretically, the mental health benefits of insurance could be undermined by the limits of mental health care.
Even if medical treatments for common mental health conditions were consistently effective, coverage for mental health conditions is often limited and costly. Mental health parity legislation has sought to address glaring benefit disparities, but there are significant gaps in state and federal mandates (Barry and Busch 2007; Golberstein and Busch 2013; Sarata 2011; Strine et al. 2011) . Although the 2008 MHPAEA and the 2010 ACA address these benefit disparities to some extent, the high cost of mental health services continues to limit access to needed care (Mechanic 2011; Rowan, McAlpine, and Blewett 2013) . The key point is that having insurance is unlikely to protect against psychological distress if mental health coverage is weak or nonexistent or cost prohibitive.
Any problems associated with coverage may be compounded by the fact that most people with diagnosable mental health conditions never seek treatment (Kessler et al. 1996; Regier et al. 1993; Sherbourne, Dwight-Johnson, and Klap 2001) . In this case, the stigma associated with mental health issues serves as a cultural barrier to help-seeking (Mechanic 2011) . Partly due to these cultural constraints, mental health parity legislation (Bao and Sturm 2004; Barry and Busch 2007; Pacula and Sturm 2000) , cost sharing for health care (Newhouse 1996) , and having health insurance (Sherbourne, Dwight-Johnson, and Klap 2001; Wang et al. 2005; Young et al. 2001) are often unrelated to the use of needed mental health care (but see Harris, Carpenter, and Bao [2006] for an exception concerning mental health parity legislation).
Finally, having insurance is unlikely to benefit mental health when access to care is limited by broader structural barriers. Bird and Rieker's (2008) constrained-choices theory places healthrelated behavior in the context of evolving labor markets, extended work hours, unpredictable work schedules, and conflicting institutional demands of work and family roles. For example, a recent study by the Kaiser Family Foundation (2014) shows that many women-especially low-income women with children-are unable to attain needed health care because they cannot find time to go to the doctor, cannot take time off of work, have problems getting child care, and have transportation problems. Regular appointments and therapy sessions with mental health professionals take time and planning. Broader structural barriers may limit the pursuit of mental health care by constraining resources, like free time and flexible schedules. This may be especially true for theoretically relevant subgroups (e.g., low-income women with children).
The Current Study
The current study builds on previous work by using data collected from a two-year follow-up of low-income urban women to estimate a series of fixed-effects regression models assessing the main effect association between insurance status and symptoms of psychological distress. We focus on low-income families for three reasons. The first reason is theoretical. Given that low-income families are especially likely to be among the uninsured ( (Baicker et al. 2013; Finkelstein et al. 2012; Golberstein and Busch 2013) . The second reason is methodological. Because there is considerable volatility in the health insurance status of low-income families, we have the unique opportunity to assess the mental health consequences of intra-individual changes in coverage. The third reason is related to policy. Our analyses may serve as an early indication of whether insurance reform, or more specifically, extending coverage, is likely to protect against psychological distress among low-income urban women with children.
In addition to focusing on an important subpopulation, our work contributes to previous research by examining the effects of health insurance coverage on several forms of psychological distress, including depression, anxiety, and somatization. Although there is some evidence to suggest that having some form of insurance is associated with lower levels of depression (Baicker et al. 2013; Finkelstein et al. 2012; McWilliams et al. 2007a; Tian et al. 2012) , it is unclear whether anxiety or somatization might also vary according to insurance status.
METHOD
Data
To formally test the link between health insurance status and symptoms of psychological distress, we use data from the Welfare, Children, and Families (WCF) project (see http://www.jhu.edu/~welfare/). The WCF project is a household-based, stratified random sample of 2,402 low-income women living in low-income neighborhoods in Boston, Chicago, and San Antonio. The WCF first sampled census blocks (or neighborhoods) with at least 20 percent of residents below the federal poverty line based on the 1990 census. Within these neighborhoods, households under 200 percent of the poverty line were sampled, with an oversample of households below 100 percent of the poverty line. Because one of the goals of the WCF project is to assess the impact of welfare policy and work on children, households were screened for the presence of children. Households with at least one infant or child (ages 0-4) or young adolescent (ages 10-14) were sampled. The children's caregivers, all women, were interviewed face-to-face. We refer to the caregivers as ''women with children'' instead of ''mothers'' because some caretakers did not identify themselves as the child's parent. The data were collected in 1999 with a follow-up in 2001. The baseline response rate was 75 percent, and 89 percent of the original sample were reinterviewed. The overall respondent-level response rate is 75 percent, with city-specific response rates of 74 percent (Boston), 71 percent (Chicago), and 79 percent (San Antonio). Subsequent analyses are weighted to account for variations in sample sizes across cities.
Measures
Psychological Distress. We use the Brief Symptom Inventory (BSI-18) to assess symptoms of psychological distress (Derogatis 2000) . The BSI-18 is widely used as a screening tool for psychological distress in community-based samples, to inform clinical decisions, and to assess treatment progress in clinical samples (Derogatis 2000; Deoragatis and Fitzpatrick 2004; Zabora et al. 2001) . In subsequent analyses, we employ a continuous specification of distress symptoms because it is more sensitive to the detection of emotional suffering than categorical diagnostic categories (Mirowsky and Ross 2003) . Table 1 presents survey items and component loadings for the Depression, Anxiety, and Somatization subscales. Depression is measured as the mean response to items 1 through 6 (a = 0.84). Anxiety is measured as the mean response to items 7 through 12 (a = 0.84). Somatization, the physiological manifestation of distress, is measured as the mean response to items 13 through 18 (a = 0.80). Respondents were asked to indicate how much in the past seven days they were distressed or bothered by each symptom. Response categories for each item range from 0 = not at all to 4 = extremely. The component loadings presented in Table 1 were estimated using principal components analysis, specifying a minimum eigenvalue of 1.00, with varimax rotation. Eigenvalues for each component exceed 3.00, and all component loadings exceed 0.60. These measures of distress have demonstrated construct validity in previous research through associations with criminal behavior, heavy drinking, and self-rated physical health Hill, Ross, and Angel 2005; R. Schroeder et al. 2010 ).
Health Insurance Status. We assess health insurance status in two ways. We first asked respondents to indicate whether they were covered by any type of health insurance plan or program that pays for at least some of their medical expenses. Responses to this item were dummy coded no (0) or yes (1). Following previous research (Ross and Mirowsky 2000) , we also distinguish between public and private insurance. All respondents who reported having some form of insurance were asked to indicate their provider. Original response categories included (1) a plan through an employer or union; (2) a plan paid for directly; (3) Medicaid; (4) Champus, VA, or other military plan; and (5) another plan or program. Respondents were classified as having public insurance if they selected coverage through Medicaid or some form of military plan. Respondents were classified as having private insurance if they selected coverage through an employer, union, or direct payment. The small number of respondents who selected another plan or program (n = 60) were categorized as public or private according to their open-ended responses. For example, responses like ''Medicare,'' ''Army,'' and ''Government Medical Plan'' were coded as public. Responses like ''Blue Cross Blue Shield,'' ''husband's job,'' or ''through husband'' were coded as private. All unfamiliar plans were researched to determine if they were public or private. The appendix provides a complete description of our classifications.
To account for heterogeneity in coverage, subsequent regression analyses assess changes in (1) any insurance, (2) public insurance, and (3) private insurance. Because we measure health insurance status at only two points in time (1999 and 2001), we are unable to assess continuity of coverage in a direct way. As a precaution, we control for whether the respondent had any lapses in health insurance coverage over the study period. At each wave, respondents were asked to indicate whether there was any time in the past 12 months when they were not covered by any health insurance program. In subsequent analyses, we assess lapses in (1) any insurance, (2) public insurance, and (3) private insurance.
Time-varying Characteristics. Previous research has identified a range of time-varying social and health-behavioral characteristics that are correlated with health insurance status and health-related outcomes (Anderson and Eamon 2005; Angel, Frias, and Hill 2005; Freeman et al. 2008; Jerant, Fiscella, and Franks 2012; Tian et al. 2012) . Following this work, subsequent regression analyses control for age (in years), education (0 = none, 1 = high school, 2 = associate degree, 3 = college degree or higher), employment status (1 = currently employed, 0 = otherwise), household income (square root of continuous monthly income), welfare status (1 = currently receiving public assistance, 0 = otherwise), marital status (1 = currently married/spouse in house, 0 = otherwise), number of children (1 to 6 or more, top-coded continuous variable), and selfrated physical health (0 = poor, 1 = fair, 2 = good, 3 = very good, 4 = excellent). Jerant and colleagues (2012) report that smoking and body mass are related to changes in coverage, but we are unable to assess these characteristics over time. Instead, we control for changes in past year intoxication frequency (0 = never, 1 = once or twice, 2 = several times/often) because smoking, body mass, and mental health are generally correlated with drinking behavior ( 
Analytic Strategy
Our analyses begin with the presentation of descriptive statistics for selected study variables, including ranges, means, and standard deviations (Table 2 ). In accordance with the research designs specified by Freeman and colleagues (2008) , we use a latent-variable fixed-effects regression model to estimate the association between insurance status and psychological distress. Table 3 presents the results for any insurance coverage. Table 4 presents the results for public and private coverage (any insurance disaggregated). We use Mplus 6.0 to identify our regression models through the analysis of respondents who experience changes in insurance status and psychological distress between waves (Allison 2009). Fixed-effects models are unique because they control for all time-invariant characteristics that are correlated with both insurance status and distress symptoms (e.g., race and city of residence). One limitation of fixed-effects models is that they cannot control for bias due to omitted time-varying characteristics. In subsequent analyses, we control for several relevant time-varying characteristics, including age, education, employment status, household income, welfare status, marital status, number of children, frequency of intoxication, and self-rated health. Given the relatively short twoyear study period, we are confident that unobserved time-varying characteristics are unlikely to create any substantial bias.
Random-effects Models
In unreported analyses, we calculated a series of Hausman (1978) tests in Stata 12(SE) to assess the viability of the random effects model for our data. Each of these tests rejected the null that the random-effects coefficients are equivalent to the fixed-effects coefficients. These results suggest that a key assumption of the random-effects model-that unobservable characteristics are uncorrelated with the included variables-is not satisfied. Although subsequent analyses are limited to fixedeffects regression models, estimates from our random-effects models are available upon request.
Sample Attrition
When considering changes in outcomes over time, it is customary to examine the issue of bias due to sample attrition. The primary concern is whether or not there are any systematic changes in the sample across waves. To formally assess this issue, we estimated a binary logistic regression model predicting the log odds of sample attrition (results not shown). The dependent variable in this case is dummy coded such that respondents who completed questionnaires for both waves were given a value of 0 and those who completed the wave 1 questionnaire were given a value of only 1. The independent variables include insurance status, psychological distress, and all time-varying and time-invariant characteristics. Approximately 11 percent of the sample (267 respondents) was lost to follow-up. The logistic regression results show very little evidence of systematic sample attrition. Only the coefficient for self-rated health (odds ratio = 2.92, p \ .05) was statistically significant at conventional levels. Briefly, this result suggests that the odds of attrition are higher for healthier respondents. Important for our research design, none of the insurance or distress variables are statistically significant predictors of attrition. Table 2 provides descriptive statistics for all study variables. At baseline, most respondents (67 percent) report having some form of health insurance. Approximately 44 percent of the sample reported having public insurance, while 23 percent of respondents reported having private insurance. We also observed some notable volatility in insurance status over time. Nearly 8 percent of respondents reported a lapse in any insurance. Lapses in public insurance (5 percent) were slightly more prevalent than lapses in private insurance (3 percent). Nearly 15 percent of the sample acquired Children, and Families (1999, 2001 ; http://www.jhu.edu/~welfare/). Note. N = 2,044. All respondents are women. Shown are unstandardized coefficients with standard errors in parentheses. RMSEA = root mean square error of approximation; SRMR = standardized root mean square residual; CFI = comparative fit index. *p \ .05. **p \ .01. ***p \ .001 (two-tailed tests). Source. Welfare, Children, and Families (1999, 2001 ; http://www.jhu.edu/~welfare/). Note. N = 2,044. All respondents are women. Shown are unstandardized coefficients with standard errors in parentheses. RMSEA = root mean square error of approximation; SRMR = standardized root mean square residual; CFI = comparative fit index. *p \ .05. **p \ .01. ***p \ .001 (two-tailed tests).
RESULTS
Descriptive Analyses
some form of health insurance. The acquisition of public insurance (10 percent) was more common than the acquisition of private insurance (5 percent). At baseline, the average respondent reported low levels of depression, anxiety, and somatization. The negative means for the distress change scores indicate slight improvements in symptoms over the study period. Table 3 reveal a consistent null pattern: Having any insurance is unrelated to depression, anxiety, and somatization. The coefficients for any insurance lapses are also statistically indistinguishable from zero. Table 4 presents the results of our latent fixedeffects regressions of mental health on public and private insurance (any insurance disaggregated). Once again, the model fit indices can be characterized as adequate or good. The coefficients in Table  4 confirm that having private insurance is unrelated to depression, anxiety, and somatization. Public insurance is also unrelated to depression and somatization. However, we observe that having public insurance is associated with greater anxiety. Consistent with the results presented in Table 3 , the coefficients for lapses in public and private insurance are statistically indistinguishable from zero.
Fixed-effects Analyses
Although we are not primarily concerned with the results for our time-varying covariates, we would like to describe several patterns that are consistent across distress outcomes in Tables 3 and 4 . On the one hand, being in a marital relationship and having better self-rated physical health are associated with fewer symptoms of depression, anxiety, and somatization. On the other hand, having more children and being drunk more often are associated with greater depression, anxiety, and somatization.
DISCUSSION
Although numerous studies have considered the effects of having health insurance on access to health care, physical health, and mortality risk, the association between insurance coverage and mental health has been surprisingly understudied. While some studies show that having some form of health insurance is associated with greater happiness, lower rates of depression, and lower levels of nonspecific psychological distress, other studies report null associations with these same outcomes. Building on previous work, we used data collected from a two-year follow-up of low-income women living in Boston, Chicago, and San Antonio to estimate a series of latent fixed-effects regression models assessing the association between insurance status and symptoms of psychological distress.
For the most part, we observe that having health insurance is unrelated to symptoms of psychological distress. Our longitudinal analyses show that having any insurance and private insurance is unrelated to depression, anxiety, and somatization. Although having public insurance is unrelated to depression and somatization, there is some evidence to suggest that having public insurance is associated with greater anxiety.
Our extensive null findings support previous studies of suicide (Klick and Markowitz 2006) , nonspecific psychological distress (Newhouse 1996; Probst et al. 2008) , happiness (Baicker et al. 2013) , and overall psychological well-being (Newhouse 1996) . Our finding suggesting that public insurance might increase anxiety is generally consistent with the often-cited ''Medicaid conundrum'' (Hadley 2003; Ross and Mirowsky 2000; Sorlie et al. 1994) . However, this pattern is likely the result of some unobserved heterogeneity (e.g., health selection). To the best of our knowledge, we are the first to formally test whether health insurance status is associated with symptoms of anxiety and somatization.
The present study is characterized by several limitations. The primary limitation of the present study is our observational design. Experimental and quasiexperimental designs (e.g., the RAND Health Insurance Experiment and the Oregon Health Insurance Experiment) are the gold standard for establishing cause-and-effect relationships. The results of our fixed-effects regression models are suggestive because they control for all time-invariant characteristics and a range of relevant time-varying characteristics, but we cannot exclude the possibilities of reverse causation and bias due to omitted time-varying characteristics. We considered the possibility of employing instrumental variable techniques to identify the causal effects of insurance status. However, valid instrumental variables are generally hard to find because they require that changes in the instrument be associated with changes in X but not changes in Y. Unfortunately, we were unable to locate any instruments that are correlated with insurance status but not psychological distress.
We must acknowledge that our ability to detect any statistically significant associations for our insurance variables may be compromised by sample size and the estimation constraints of the fixedeffects regression model. Only 15 percent of the sample acquired insurance over the study period, and only 12 percent lost coverage. Statistical power is a concern when these relatively small samples sizes are combined with the within-subjects design of the fixed-effects regression model. For these reasons, our key results are likely to be conservative and should be interpreted accordingly. We would like to note that the results of our fixed-effects regressions are generally consistent with our preliminary cross-sectional regressions (available upon request) that employed a larger sample. It is also interesting that our only statistically significant effect for insurance status is observed after the any insurance category is disaggregated into public and private (the sample sizes for public and private insurance are separately smaller than the sample size for the combined any insurance category).
One important measurement issue is our rather coarse distinction between public and private insurance. The public-private distinction may be useful to some extent, but it ignores potentially important within-plan heterogeneity. Freeman and colleagues (2008) acknowledge that insurance plans can vary according to depth of coverage, level of cost sharing, and degree of economic incentives. It would be ideal for studies with larger sample sizes to incorporate information obtained from more detailed assessments of insurance coverage. More precise measurements of insurance status (e.g., level of mental health coverage and affordability) could contribute to more consistent patterns in the empirical literature.
Another potential limitation is our measurement of distress symptoms and the low levels of reported symptoms in our sample. We noted three primary reasons why mental health and symptoms of psychological distress might vary according to health insurance status. The first reason is that lacking coverage is stressful in itself. If being uninsured is directly stressful, people without coverage should report more symptoms of distress. The second reason is that lacking health insurance leads to stress proliferation (e.g., additional stressors like financial hardship). If lacking insurance contributes to new stressful conditions, then people without coverage should report more symptoms of distress. Although we believe our measurements and sample characteristics are reasonably suited to these first two processes, we are less certain about our ability to capture the third process-the fact that lacking coverage limits access to mental health care. When we assume that lacking health insurance is stressful in itself or indirectly stressful through stress proliferation processes, distress symptoms are appropriate because they are sensitive to a range of human suffering. However, if we assume that mental health care is the primary reason for why health insurance is associated with mental health, our analyses would be limited by our use of symptom inventories and the generally low levels of reported symptoms. The idea is that people with chronic and severe symptoms may be more likely to seek care and that diagnoses are often required to receive formal services. This suggests that health insurance would mainly benefit people with the poorest mental health-those people with the greatest access to the mechanism of mental health care. If mental health care is the primary link between health insurance status and mental health, our analyses would conceivably underestimate the effectiveness of coverage. The degree of underestimation is nevertheless conditional upon the true salience of the mental health care mechanism. In our view, the stress mechanisms are most viable because the link between stress and mental health is well established. The care mechanism is less likely because mental health treatments (e.g., psychoactive drugs) are often ineffective in treating people with serious mental health issues. If stress mechanisms are most salient, our general conclusions are appropriate. If the care mechanism is most salient, our general conclusions would be conservative and should be interpreted with this in mind.
We must also acknowledge that the sample is restricted to low-income urban women with children living in Boston, Chicago, and San Antonio. Although we have noted the theoretical and empirical strengths of our sample, we cannot generalize our results beyond these specific population parameters. Our data are also over 13 years old.
It is unclear whether any changes in insurance programs and health care delivery over this period would alter the substantive conclusions of our analyses.
Clearly, the internal and external validity of our results are contingent upon replication and further testing of more recent data collected from higher-income women, women without children, men, and people living in other cities and rural areas. Having said this, we are encouraged that our results are generally consistent with the findings of several previous studies that use different methodologies (e.g., instrumental variables and experiments) and different data sources, including older studies, more recent studies, and studies of diverse populations.
CONCLUSION
In this paper, we tested whether having health insurance is protective against symptoms of psychological distress. Despite the limitations of our study, we are confident that insurance coverage is generally unrelated to symptoms of depression, anxiety, and somatization among low-income women with children living in Boston, Chicago, and San Antonio. Additional research is needed to examine associations with a broader range of mental health outcomes, including diagnostic assessments, constituent emotions (e.g., anger and fear), and behavioral disorders (e.g., chemical dependence and antisocial personality). It is also important for future work to move beyond the main effects of insurance status to explore theoretically relevant subgroup variations. For example, does having insurance moderate the association between poor physical health and mental health? To what extent do factors like stigma, access to care, and utilization patterns condition the effectiveness of health insurance? Finally, we must seriously consider the possibility that health insurance is unrelated to mental health. Of course, this realization would force us to emphasize and confront the fundamental problems of social inequality that contribute to the development of mental health issues in the first place. In terms of policy, our results indirectly suggest that the ACA and Medicaid expansion may have a limited effect on the mental health of low-income urban women with children. These policies may facilitate access to needed treatments and reduce financial stress associated with out-of-pocket expenses, but any indirect impact on mental health is uncertain.
